Otological Section 33 failure. Left bone: The outer wall of the antrum is diploetic, and measures half an inch in thickness; the diploe is separated from the foetal cells by a thin layer of dense bone. The section shows the three masses of diploe belonging to the zygomatic, squamous, and petrous elements to be separated from one another by distinct but thin layers of compact bone.
MR. I., aged 34, was first seen by the exhibitor on December 13, 1906, complaining of sudden attacks of giddiness or loss of consciousness, and dullness of hearing in the left ear. He had been subject to attacks of dizziness for about four years before he came, and during the last two years had had attacks of vertigo with loss of consciousness. The attacks were of two kinds: one preceded by a feeling of pressure behind the ear, after which he fell over, and the other with absolutely no warning at all, in which he suddenly fell right down, with loss of consciousness. The attacks came on about three or four times a week. He had had deafness in the left ear since the age of 8 or 9, but never remembered having had a discharge.
On examination there was seen a depression corresponding to a perforation behind the malleus, in which the stapes was visible, with a sunken cicatrix attached to it; it was then noted that there was giddiness when Siegle's otoscope was employed.
He was at first treated with spirit drops, and on March 1, 1907, the exhibitor performed ossiculectomy; from that time he has been entirely free from the attacks. The fenestra ovalis was plainly visible and closed by a thin, shiny inembrane. A small white granule of bonea portion of the dislocated stapes-was seen on the upper part of the promontory, below which was'the niche for the fenestra rotunda.
The rotation tests are practically normal, and are in either direction accompanied by vertigo. The caloric test was not employed, as there was ample evidence that the labyrinth was active and the injection of liquids offered a risk of re-awakening a former suppuration. The tuning fork tests are as follows: Galton's whistle is heard in the left ear up to 6, but with noise machine in the right ear only up to 9; the tuning fork on the vertex is heard better in the left ear; bone-conduction is normal in both ears, and Rinne's test positive in the right ear and negative in the left.
The patient was shown at the last meeting.'
DISCUSSION.
Dr. GRANT added that with regard to the " fistula test," it was difficult to say what nystagmus was produced. There was an irregular rotation of the eye, but he had not been able to determine its direction. It was suction which produced it most, and possibly it produced a complex form of nystagmus, such as would not be seen in fistule of the external semicircular canal. It must act on all the semicircular canals together. That seemed a reason why the direction of the nystagmus should be so indefinite. The attacks had been looked upon as epileptic; and he regarded them as explained by peripheral irritation in the middle ear on a healthy, or perhaps over-sensitive, labyrinth.
In answer to a question by the President, he said there was no definite auditory aura, but in one kind of attack the patient was conscious of a feeling of pressure behind the ear before the attack came on. In the other kind of attack the patient had no consciousness of any aura at all; he simply dropped down, and was sure his loss of consciousness was complete.
Dr. DAN McKENZIE said probably most of his hearers would remember, in connexion with this case, an interesting lecture by Sir William Gowers five or six years ago, entitled, "The Borderland of Epilepsy." In that lecture attention was drawn to a series of cases in which there was an indefinite, ill-defined type of epileptiform attack. The feature which struck him most was that in many of the cases vertigo was a prominent symptom. It was well to recall what was said in that lecture, and associate those unexplained symptoms with recent work on the labyrinth. It was possible that some, at least, of those cases originated, as this case did, in a diseased condition of the labyrinth. If that were so, the possibility also existed that one might be able to relieve or cure many of them by a comparatively simple operative procedure. It was desirable to point out that a diseased labyrinth might be hyper-active.
Dr. DUNDAS GRANT, in reply, suggested that the indications in this case were that the labyrinth was healthy. There seemed to have been an abnormal looseness of the stapes, and the impact of that stapes upon a healthy, or at all events only a hyper-sensitive, labyrinth, would account for the symptoms.
Case in which a Cholesteatoma "performed" the Radical Mastoid Operation.
W. B., AGED 19, was admitted to Guy's Hospital on July 18, 1911.
He had suffered from otorrhoea from the right ear for eight months; he had had no pain but was occasionally giddy. Five weeks before admission an abscess formed behind the right ear and burst, and has discharged continuously since.
On admission there was a sinus over the right mastoid, discharging pus, and otorrhcea from that ear. The left ear was operated on five years ago and is still discharging. At the operation on the right ear the whole mastoid was found to be filled with a cholesteatomatous mass; on removing this a cavity was seen imitating that produced by a surgeon in performing the radical operation. The walls-of the cavity were beautifully smooth; the facial ridge was reduced to the smallest amount compatible with safety to the nerve. The disease had exposed the dura mater of the middle fossa over a small area, and over the lateral sinus was exposed a small patch of pachymeningitis. There was a fistula in the anterior part of the external semicircular canal into which a small probe could be passed, and the facial nerve was lying freely exposed for i in. above the fenestra ovalis; on touching the nerve the face twitched (after operation no trace of paresis).
The membrane (epithelial) lining the cavity was scraped away and the fistula in the external canal was enlarged with the electric burr and bone removed just round the patch of pachymeningitis, a meatal flap cut, and an incision made through the crus of the helix, and a tube put in the meatus. Recovery uneventful; no vertigo or headache, though for three days after operation there was slight rotatory contralateral nystagmus.
Seen again on October 10: The whole cavity was quite dry. Hearing of 4 ft. to conversational speech; upper tone limit depressed
